. Resident 1 estimates the pretest probability of PE at 80%. This estimate results in a posttest probability of 61.5%, given a low-probability V/Q scan (likelihood ratio = 0.4). Resident 2 estimates the pretest probability of PE at 5% for the same patient. This results in a posttest probability of 2.1%, given a low-probability V/Q scan.
with the same V/Q scan results, a final probability of PE of 2.1% is estimated. Resident 2 would probably stop any further diagnostic workup. Therefore, for the same patient, differing assessments of the pretest probability of a PE by the 2 residents result in very different management strategies.
As a group, we decided it would be useful to see whether we could quickly find valid information about the patient's pretest probability to help us with the diagnostic decision-making process.
S e a r c h a n d a p p r a i s a l Information about the accuracy of diagnostic tests is difficult to find easily and quickly. Even more challenging is trying to find information about pretest probability. Several potential sources could be used to determine pretest probability, including our own clinical expertise, an audit of our practice, and the primary literature.
Clinical prediction rules (CPRs)* have been created to help clinicians arrive at more accurate estimates of pretest probability. A CPR is a tool that quantifies the individual contributions that various components of the history, physical examination, and basic laboratory test results make toward the diagnosis, prognosis, or probable response to a treatment of an individual patient (2). CPRs are most useful when directed at frequent problems for which the stakes are high or cost saving is possible.
CPRs are most useful at the patient's bedside. However, they often require solving complex algorithms or performing tedious calculations to obtain a result. Therefore, many computer-based models have been developed on the Internet and for personal digital assistants (PDAs). Electronic CPRs enable easy calculation of pretest probability and give quick and perhaps more accurate estimates.
A small library of CPRs can be found at the Mount Sinai EBM Web site (http://med.mssm.edu/ebm). These CPRs were chosen by a team of academic general internists for common medical problems and are organized by level of evidence (2), a measure of quality that describes whether the CPR is merely derived (level 4) or validated (levels 2 to 3) or whether an impact analysis of the CPR has been done (level 1). Such key information as the study population and the point of decision making at which the CPR should be applied are a link away (3, 4) . CPRs can also be downloaded for PDA devices from this Web site.
A p p l y i n g t h e e v i d e n c e
In the scenario described above, the team referred to a CPR on the Mount Sinai EBM Web site that was based on information from a study by Wells and colleagues (5) and from the PIOPED study (6) . We first noted that the Wells CPR is considered level-3 evidence and that the study population included patients similar to ours. On the first page of the Web site, we found a list of respiratory symptoms and noted that our patient had 2 of these (dyspnea and pleuritic chest pain) (Figure 2 ). 3 subsequent screens asked the team to record whether the patient had additional signs or symptoms and any of 8 listed risk factors for PE. We were also asked to consider whether an alternate diagnosis could be less likely than PE in this patient. Clicking the "calculate" button on this last screen (Figure 3 ) produced an estimate of the patient's pretest probability (3.4%, 95% CI 2.5 to 5.0) and a posttest probability of PE of 1.4% (CI 1.0 to 2.0) following her low-probability V/Q scan. With this low posttest probability, the team felt comfortable ruling out PE. Using the CPR and our patient's unique clinical circumstances, the calculation process took less than 1 minute. Our team, however, also spent several minutes reviewing the links for the level of evidence, population, and clinical decision model on the Web site.
E v a l u a t i n g t h e p r o c e s s
Medicine is still an art, and all clinicians have their own threshold of uncertainty that they are willing to accept before making a diagnostic or therapeutic intervention. CPRs are only tools in this process and may serve to provide an objective standard by which clinicians can better quantify the pretest probability of disease.
Several Internet sites have both browser-based and PDA-based CPR calculators (Table) . These sites help us to practice evidencebased medicine in real time. In this scenario, we were able to find and use a CPR in less than 2 minutes. However, few of these sites identify the level of evidence of a particular CPR or the population from which the rule was derived. Both types of information are necessary to apply the rule safely and in the correct setting. 
Clinical prediction rule Web sites

